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Planning for frailtyAround the world, populations are ageing; how policy makers
respond to the challenges this is likely to present varies a great
deal from country to country. At an International Conference on
Frailty Research held in Taipei, Taiwan, a separate meeting of
several frailty experts with ofﬁcials from the Taipei City Govern-
ment addressed how that capital is aiming to become an age
friendly city. Participants heard presentations on a range of topics,
including transportation, housing, social welfare, volunteer activi-
ties, and health and social service provision. Each presenter
described how Taipei was anticipating a future which will see
Taiwan rapidly join the league of super aged societies, with at least
20% of the population aged 65þ in 20 years, approximately
a doubling of the current proportion of older adults.1,2 Several
themes emerged from these presentations which, although they
reﬂect local contingencies, will be of widespread relevance. The
innovative use of information technology in monitoring the health
needs of older adults was seen as ameans of reducing the burden of
ofﬁce visits in older adults with health problems. For example, the
matter of ﬁlial piety was discussed and how it might impact on
plans for social care. In traditional Chinese culture, ﬁlial piety refers
to the high priority given to the requirement for younger people to
care for their elders, especially their parents.3 Against this, is the
modern notion of inter-generational equity, in which the care for
older people is seen not as absolute, but which must be set against
its burden on the younger generations. Burden is broadly under-
stood to include economic, employment, social, psychological and
health costs.4 Increasingly, ﬁlial piety ﬁnds itself in competition
with more Western values, so that providing new ways to fulﬁll
these obligations may have particular merit.5 Information tech-
nology that allows unobtrusive remote monitoring of older adults,
and better contact with them, might provide another means by
which adults childrenmight meet the cultural requirements of ﬁlial
piety in less burdensome ways.
One recurring theme in each presentation was that preparing
for an ageing population need not violate either the principle of
inter-generational equity, or that of ﬁlial piety. This is because
what is a good design for ageing turns out to be good design, period.
This has been enunciated in seven principles of so-called universal
design: (1) equitable use; (2) ﬂexibility in use; (3) simple and intu-
itive use; (4) perceptible information; (5) tolerance of error; (6) low
physical effort; and (7) appropriate size and space for approach and
use.6 The example of how knowing exactly when a given bus is due
at a given bus stop, making that information readily available and
easy to use, and expanding it to other forms of transport, would
allow a frail older person to better attune that schedule to their2210-8335 Copyright  2012, Asia Paciﬁc League of Clinical Gerontology & Geriatrics. P
doi:10.1016/j.jcgg.2011.12.003needs, and would apply equally to a younger person on their own
schedule.
More speciﬁc examples of how ﬁlial piety aimed to inform
policy for caring for an ageing population, included the emphasis
on providing assistance in forms which allow supporting families
to be themselves supported. For example, respite care, attendance
at day (or night) programs and the provision of other schemes
that afford care providers some assistance in meeting their ﬁlial
duties, are each elements of Taipei’s response to ageing. Given
the importance of the social context in how such programs are
received, it is likely that this will require that some of the earlier,
more negative claims about the efﬁcacy of respite services be revis-
ited.7 As with many social policies, local assessments of efﬁcacy are
required.
An interesting aspect of how Taipei is preparing to mitigate
some of the adverse effects of an ageing population, and the depen-
dence which especially accompanies very old age, is the emphasis
on preventing frailty. A multi-pronged approach is being imple-
mented. Policies have been developed which aim at making it
easier and safer to walk, to use stairs, and to use public spaces for
physical activity. Thought has been given not just to providing
enough time for people with slowed mobility to cross the street,
but to interventions such as trafﬁc barriers to cars on sidewalks
where the road curves, more effective lighting where people
walk, and active promotion of physical activities and fall prevention
in all districts of Taipei City.
Thought, too, has been given to social means by which frailty
and its adverse consequences might be mitigated, or even pre-
vented. An emphasis on voluntarism by older adults has the poten-
tial for multiple beneﬁts. When older adults help school children,
for example, burdensome aspects of ﬁlial piety can be relieved for
adults children caught with competing demands from parents and
children. Likewise, voluntarism can take the form of ﬁt older adults
helping frail older adults; such a motivation, embedded in civic
engagement, might engage people who otherwise would not
become involved.8 There is evidence, too, that beneﬁt accrues
not just to the person being helped, but also to the person who
is doing the helping. By encouraging voluntarism by older adults –
organizing opportunities to volunteer, providing training when
needed – Taipei is aiming to produce a widely distributed social
good.
It is appropriate that this discussion on how to plan for popula-
tion ageing should occur in the context of a conference on frailty.
Frailty is increasingly being understood aswhatmakes the challenge
of aging so acute. In so doing, it provides a realistic alternative to twoublished by Elsevier Taiwan LLC. Open access under CC BY-NC-ND license.
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ulation ageing, each of which promotes the view that nothing can or
should be done to prepare.9 On the one hand, those who forecast
gloomanddoomdiscuss population ageing in away that emphasizes
only adverse consequences. This is in contrast to planning based on
single system illness. For example, disease society advocates, not
unreasonably focusing on the illness for which they advocate, will
commonly point to the fact that the prevalence and burden of their
illness increases with age. They will then advocate for facilities
directed towards their disease of interest.
The concept of frailty recognizes that many older adults will be
at an increased risk for adverse health outcomes, not just death,
including dependence in everyday activities and the need for acute
and long term care.10 Further, it recognizes that such risk is
multiply determined, arising from causes that traditionally have
been characterized as either social or medical.11 The frailty
perspective also recognizes that what makes population ageing
a challenge, is not that all acquired illnesses will become more
common, but that many more people will suffer from multiple
illnesses. Whereas the single disease advocacy societies are right
to ask for more, for people who have only that illness, most of
the specialized skills and procedures aimed at people with one
thing wrong are likely irrelevant to people who have multiple
interacting, medical and social problems. In other words, they
are likely of little beneﬁt to people who are frail. We say “likely,”
because typically frail older adults are excluded from efﬁcacy
studies targeted to single system disorders.12 Therefore, it makes
no sense to plan for an ageing population by building more
services which treat single illnesses in isolation. On the other
hand, the response is not to do nothing either. Not uncommonly,
groups who react to the negative portrayal of ageing, ﬁnd comfort
in economic studies which purport to show minimal impact on
health care expenditure from population ageing.13 In such studies,
the real culprit is said to be unconstrained technology. Too often,
however, this advice simply translates as “do nothing” or “do
nothing special except ration services by age”. In consequence,
planning for the foreseeable impact of frailty simply is not done.
For this reason, seeing a comprehensive, multiply focused effort
by a city government, aimed a planning a better future, was
a welcome experience for all the participants and one that should
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